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N 000/ Initial Comments N 000

During the annual Licensure survy and com plaint
investigation #34375, on August 4 - 8, 2014, at
Alextan Village of Tennessee, no deficiencies
were clted under chapter 1200-8-6, Standards for
Nursing Homes.

Alexian  Village of Tcnnessee Healtheare and
Rehabilitation Center offers thig Plan of Carvection
Ag ils allegation of compliance with fhe participation
requirements for long term care [aeilities and as
evidence of it engoing efforts ta provige qualley
caxe to resldents.,

Bixclalmer Statement

Alexian  Village of Tennessce Healtheare  and
Rehobilitation Ceater dots not admit that any
deficiencics existed, befors, during or after the Suryey.
Alexian Villaps of Tennessee Healthoare and
Rehabilitation Center reserves all rights to ¢ontest the
surwy findings through the IDR, formsl appeal
proceeding, or any adiministrative or Icpal proceedings,
This POC is not meant to establich any standard of care
or confractual ¢bligation and Alexisn Yillage of
Teanessee  Healthcare  end  Rehabilitation  Center
reserves 2l rights to raise all possible contentions and

defenses in any typo of civil or ariminat claim, actian or -

proceeding. Nothing contained in this POC should be
deemed applieable (o peer reviow, quality assurance, or
seif-critical examinafion privilegas, which Alexian
Village of Tcnnessee Healtheare and Rehabilitation
Center does not waive.
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